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TABLE 7B-1    Continued
Hospital Emergency Departmenl Data Elements—continued
Data Element
Basis for Selection, Consideration, or Rejection
Insurance/Payer Codes (e.g., self-pay, Medicaid, public assistance, CHAMPUS, private insurance)
Prchospilal services:
•  Provider identification number
•  Run report number Hospital Identification Number
Hospital Zip Code Home Zip Code/Country
Clarify impact of insurance status on ED and EMS use (actual and perceived costs; relationship to acuity, diagnosis, transfer, access to other care).
Facilitate linkage between ED and EMS records.
Characterize level of care available from ED (community hospital versus referral center); facilitate linkage between ED and EMS records.
Assess area resources through other sources of data; possible development of denominator data.
Facilitate other analyses;  correlate area resources for family of patient; describe population characteristics of area; possible development of denominator data; relation of residence to location of initial emergency care; referral patterns; regional concerns regarding use of services by residents of other ureas (counties, states, countries).
Desirable Data Elements
Date and Time of Physician Encounter
Date and Time of Disposition
Usual Source of Care (e.g., yes, no, not known)
Communication Barriers Between
Provider and Patient (or Family) Prior Health Status
Assess timeliness of care or transfer to more
appropriate level of care in relation to acuity. Identify procedural delays between ED assessment
or treatment and discharge or transfer to most
appropriate care. Indicate access to routine care (i.e., a medical
home); timing and acuity of visits when source
of routine care is available; needs further study
before being added to the recommended data
elements. Clarify relationship with acuity, outcome;
appropriate indicators need to be determined. Identify children with chronic illness or other
special health care needs; appropriate indicators
need to be determined.
Rejected Data Elements
Loss of Consciousness (history at time of arrival)
Acuity indicator; replaced by diagnostic and procedure codes. somewhat similar case is made for collecting certain kinds of zip code information as part of the prehospital data set. That is, even though such information is not now routinely collected by EMS agencies, it will be valuable for system evaluation, planning, and descriptive work, and the committee therefore advises that these data elements be included in routine data collection. to which illness is the reason that children (especially younger children) require emergency care, this is a major gap in the tools available to EMS-C personnel, researchers, and evaluators. In addition, measures otherwise considered reasonably applicable to the pediatric age group tend to be unreliable in infants under 2 months. therefore, the evidence about the application of trauma severity measures in triage seems to be mixed; relatively poor performance in predicting major trauma for adults will likely be worse for pediatric patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
